catheter closure (Fig 4A) . A selective injection was then performed without balloon occlusion to delineate precisely the diameter of the fistula, its drainage site and identify all distal coronary branches. The origin of the fistula was from the left anterior descending (LAD) coronary artery to the PA (Fig 4B) . The fistula was closed successfully with 4 Gianturco coils (Figs 4C,D). There were no major complications such as coil migration, dissection of native coronary arteries or of the feeding vessel, myocardial infarction, death, stroke or infection. The patient has been followed up clinically and by echocardiography 3 months after the procedure and he has been asymptomatic with no clinically audible murmurs. Echocardiography (Fig 5) at the end of the 3 months showed a reduced LV diameter (5.0 cm) and improved ventricular function and wall motion (ejection fraction: 58.1%; fractional shortening: 31%). We measured the changes in hemodynamics before and 3 months after treatment, such as PA pressure by echo, oxygen saturation in the aorta, PA and right atrium by catheter, shunt ratio, plasma levels of brain natriuretic peptide and carnitine (Table 1) .
Discussion
The first description of CAF was given by Krause in 1865 and it is classified as primary and secondary. Primary fistulas occur in association with congenital heart lesions, such as pulmonary atresia with intact ventricular septum, 4 or as an isolated lesion in an otherwise normal heart. Acquired CAF can occur as a result of intracardiac operations or following transcatheter interventions such as myocardial biopsy or coronary angioplasty. 5 CAF mostly originate from the right coronary artery and drain into the right heart or PA. Bilateral fistulas originating from the right and left coronary arteries account for only 5% of all fistulas and tend to terminate in the PA. Congenital CAF (3%) rarely drain into the left heart and when present, are usually iatrogenically produced following a surgical procedure or percutaneous coronary intervention. 6 Armsby et al reported that 39% of patients are symptomatic, with palpitations, dyspnea on exertion, effort angina, etc. 7 Origin from the left coronary artery is more common than from the right (66.6%). We have report a case of dilated cardiomyopathy (DCM) caused by a coronary -pulmonary fistula, which was successfully treated with coils. Coronary fistulae and coronary-steal-induced ischemia are rare causes of DCM in adults with normal coronary arteries. 8 The present case suggests that a CAF arising before a coronary stenosis may contribute to the genesis of myocardial ischemia, perhaps by giving rise to a steal phenomenon.
Currently there are 3 management options available for CAF. First, small asymptomatic CAF may be managed conservatively, not only because small and hemodynamically inconsequential CAF generally run a benign course but also because small CAF may close spontaneously. 9 The second therapeutic option is surgical closure, which, although safe and effective with a high closure and survival rate, still has the risk of myocardial infarction or recurrence. 10 The third therapeutic option is percutaneous transcatheter closure. In our opinion, the majority of CAF can and should be managed by percutaneous techniques initially, even if staged procedure is ultimately required. Transcatheter closure of CAF is safe and feasible in anatomically suitable vessels. 
